The investigation was a stratum matched casecontrol study. The cases were 259 patients with primary testicular cancer incident January 1977-February 1981, resident in the catchment areas of the radiotherapy and oncology centres in Oxford, Northampton, Reading, Cheltenham, Birmingham, and Coventry, and aged at least 10 years at presentation. One hundred and thirty eight of the cases had seminoma, 104 had teratoma, and 17 had other histologies and cancers of mixed histology. Thirty seven (14%) of the subjects were aged 10-24 at presentation, 101 (39%) were aged 25-34, 74 (29%) were aged 35-44, and 47 (18%) were older than this, The cases were similar in age and histology distribution to the 469 testicular cancers incident in the catchment population during the study period, except that the cases included a lower proportion of men over 54 years of age (7% of the cases, but 12% of the testicular cancers in the catchment population).
These reports have been based mainly on measures of social class and occupation at the time of presentation with testicular cancer, whereas the aetiological exposures for the tumour presumably occurred much earlier. If the associations with class or occupation are real, they should be stronger for measures at the relevant time of life, which might be many years before presentation, perhaps even prenatally.
Our present analysis, from an interview casecontrol study in England, examined the risk of testicular cancer in relation to lifetime histories of socioeconomic status, occupation, and certain occupational exposures.
Materials and methods
The investigation was a stratum matched casecontrol study. The cases were 259 patients with primary testicular cancer incident January 1977-February 1981, resident in the catchment areas of the radiotherapy and oncology centres in Oxford, Northampton, Reading, Cheltenham, Birmingham, and Coventry, and aged at least 10 years at presentation. One hundred and thirty eight of the cases had seminoma, 104 had teratoma, and 17 had other histologies and cancers of mixed histology. Thirty seven (14%) of the subjects were aged 10-24 at presentation, 101 (39%) were aged 25-34, 74 (29%) were aged 35-44, and 47 (18%) were older than this, The cases were similar in age and histology distribution to the 469 testicular cancers incident in the catchment population during the study period, except that the cases included a lower proportion of men over 54 years of age (7% of the cases, but 12% of the testicular cancers in the catchment population).
Two sets of controls incident during the same period were interviewed similarly to the cases. The first control group were 238 patients treated at the same radiotherapy and oncology centres as the cases. The most frequent diagnoses in these controls were Hodgkin's disease (83 patients), non-Hodgkin's lymphoma (31), brain tumour (23) , and bladder cancer (18) . The other set of controls were 251 general surgical, orthopaedic, ear, nose, and throat, and dental inpatients at hospitals in the same towns as the centres, with a wide range of non-malignant conditions incident during the same period as the cases. The most frequent diagnoses of these controls were deflected nasal septum (19 patients) , disorders of tooth eruption (18 patients), haemorrhoids (16 patients) , and acute tonsillitis (15 patients) . Greater detail about the cases, controls, and non-respondents are given in Swerdlow et al. '4 During April 1979 to March 1981, the subjects were questioned using a structured interview schedule about several possible risk factors for cancer ofthe testis including educational history, all occupations held for six months or more, various specific occupational exposures, mainly connected with farming, and the occupation and hence social class of the subject's father both at the time of the subject's birth and when the subject was a child. Occupation and social class were coded according the Office of Population Censuses and Surveys classification. '5 Analyses were by stratum matched logistic regression'6 using the computer program EGRET. '7 Relative risks were estimated in relation to the variables examined in the study after stratification for age ( In accord with these findings, risk of testicular cancer was greatest for men who had attended public schools (fee-paying, often boarding, schools) and grammar schools (also selective), and lower for those who had been educated at less selective schools (table 2). The proportion of subjects educated at boarding schools was similar for cases and controls.
Risk of testicular cancer was increased for men who had left full time education after the minimum school leaving age (table 2) but within this group, risk was greater for men ending education at age 17-19 than for those who continued beyond this (the overall gradient of risk with age of leaving education was just significant). Correspondingly, risk for university graduates (table 2 ) (who would have ended education after age 19) was only slightly above that for nongraduates.
Risk in relation to occupation was examined for occupation at age 20, at age 30, for the longest held occupation, for ever held occupation, and for that most recently held. There was no clear difference between the results from these analyses. Table 3 shows risks of testicular cancer by ever held occupation. For each occupation the risk among men who had ever been in the occupation was compared with that of those who had never held the occupation. The only statistically significant finding was of a reduced risk in men who had ever been service or recreation workers (odds ratio (OR) 0 51, 95% confidence interval (95% CI) 0-31-0-85); risks for this group were similar when compared with each of the two control groups separately. The greatest risks were for paper and printing workers (OR 2 05, 95% CI 0-84-5 02), administrators and managers (OR 1 33, 95% Risk was raised in relation to reported occupational exposure to ionising radiation, although this was not statistically significant (table 4) . From their replies, it was not possible to delineate the exact types of radiation to which several of the subjects had been exposed, and we therefore divided the exposures according to the type of occupation in which they occurred. Military exposures showed a raised risk (OR 2-93, 95% CI 0-78-10-94), but no raised risk occurred for civil nuclear and research exposures (OR 0-87, 95% CI 0-26-287), and no clear excess (based on small numbers) for medical and other exposures. The military exposures included two cases and no controls exposed to testing of nuclear weapons, and two cases (one of whom was also exposed to weapons testing) and one control working in military research establishments. We also asked subjects about past lower body diagnostic radiography and therapeutic radiation; these were similar in cases and controls. A non-significant relative risk of 1-4 existed for dye exposed workers (table 4) . The exact types of work and exposure in printing, dye, and chemical work reported by the cases and controls were examined, but gave no indication of possible risk factors. In relation to previously suggested risk factors, two (0 8%) cases and two (0-4%) controls reported exposure to dyes in leather work; no subjects had worked in the oil and natural gas industry or in military aircraft maintenance and repair; and three (1 2%) cases and three (0 6%) controls reported wood machinery, sawing, or milling occupations.
Discussion
The study confirmed the increased risk of testicular cancer in men ofhigh social class. Previous results for this variable have been based on current or most recent social class or on highest educational level achieved, but the present study showed raised risk also when ascertained at earlier periods of life and by various educational measures. No clear indication was found, however, of the period in life at which factors related to social class might act. It has, for instance, been suggested that testicular cancer might result from a childhood infection that has more serious consequences when contracted at an older age than usual, as occurs in poliomyelitis, and that this might account for the social class gradient."8 The present data, however, did not indicate a stronger social class association in childhood than at other ages. Others have suggested a prenatal aetiology of testicular cancer,'9 but at birth the social class gradient (of fathers) was not greater than at other times. The similar results in the study using the two different control groups, suggest that any biases in social class or catchment population of specific diseases among the controls were not of substantial effect.
The raised risk of testicular cancer in professionals and administrators accords with previous work'" and could reflect their high social class behaviour or environment. As yet no evidence exists to support an occupational origin for this risk-for instance from sedentary work. The raised risk for testicular cancer in printing workers corresponds with the raised risk found in a case-control study of seminoma,20 and in routine data from England and Wales' and, based on small numbers, from the United States. Considerable prominence has been given in published reports to certain occupational clusters of men with testicular cancer, but both the present data and review of publications generally, suggest that as yet no clear, consistent evidence exists to show that any 
